HIV prevention educators frequently encourage gay and bisexual men (GBM) to negotiate condom use prior to sexual engagement. Identifying groups of GBM based on their presexual agreements can aid efforts to tailor interventions. Using cross-sectional data from 1,188 GBM who reported having sex with a nonprimary sex partner in the 90 days prior to the survey, the authors identified presexual agreement patterns. For both HIV-positive and HIV-negative GBM, two groups existed: men agreeing to no anal sex and men agreeing to anal sex with condoms. Among HIV-negative participants, there was a group agreeing to anal sex without specifying condom use. Among HIV-positive participants, there was a group agreeing to anal sex without condoms; this was the largest group of HIV-positive participants. Despite a presexual agreement to use condoms, substance use during sex increased the risk of unprotected anal sex. Suggestions for applying harm reduction to HIV prevention based on agreement classifications are discussed.
Gay and bisexual men (GBM) increase their risk of HIV/ sexually transmitted infections (STIs) when they engage in unprotected anal intercourse with a male partner (UAIMP) whose HIV status is unknown or different from their own (Centers for Disease Control and Prevention, 2009a, 2009b) . In the United States, researchers and the Centers for Disease Control and Prevention developed individual-level (Dilley et al., 2007; Koblin, Chesney, & Coates, 2004; Lightfoot, Rotheram-Borus, & Tevendale, 2007) , group-level (Choi et al., 1996) , and community-level interventions (Jones et al., 2008; Kegeles, Hays, & Coates, 1996; Kelly, 2004) that target GBM; additional interventions target GBM living with HIV (Johnson, Charlebois, Morin, Remien, & Chesney, 2007; Kalichman et al., 2001; Richardson et al., 2004; Rotheram-Borus et al., 2001; Wolitski et al., 2005) and injecting drugs (CDC AIDS Community Demonstration Projects Research Group, 1999) . All these interventions advocate consistent condom use and encourage GBM to clarify sexual intentions before engaging in sexual activity with a nonprimary sex partner. These conversations serve as presexual agreements, which, in this study, are defined as discussions between men prior to sexual engagement about anticipated sexual acts, condom use, and substance use. The structure and content of these discussions, however, can vary within a defined population such as GBM, and it is unknown to what extent this variation is associated with the distribu-tion of sexual risk behavior among GBM. Classifying GBM based on how they discuss their sexual intentions and use of substances during sex can address this gap in knowledge and inform the approach educators take when crafting intervention messages.
Presexual agreements, negotiated to reduce the likelihood of contracting HIV/STIs and dependent on the HIV status of the persons involved (Gaies, Sacco, & Becker, 1995; Kippax et al., 1997) , are associated with a reduced likelihood of engaging in UAIMP when the agreement is to use condoms for anal intercourse (Horvath, Oakes, & Rosser, 2008) . However, to be successful, these agreements require the disclosure of one's HIV status. HIV serodisclosure is context dependent and occurs most often when an individual's fear of rejection is low and their self-efficacy and sense of personal responsibility for others' health is high (Gorbach et al., 2004; Harawa, Williams, Ramamurthi, & Bingham, 2006; Parsons, Schrimshaw, Bimbi, et al., 2005; Rutledge, 2009; Serovich, Oliver, Smith, & Mason, 2005; Sheon & Crosby, 2004) . The dependence of a presexual agreement on disclosure suggests that a presexual agreement, like disclosure, fluctuates with changing context.
When establishing a sexual relationship with a primary sex partner, GBM often negotiate relationship boundaries, including whether or not sex with nonprimary partners is allowed. GBM might choose to engage in unprotected anal intercourse with primary or nonprimary partners in part because the absence of condoms symbolizes partner trust and can increase feelings of intimacy (Davidovich, de Wit, & Stroebe, 2004) , because condoms decrease sensation, and because the fear of HIV infection is diminished (Adams, Husbands, Murray, & Maxwell, 2005) . Although GBM often insist on condoms with nonprimary sex partners, unless commitment to the agreement remains high, the likelihood of engaging in unprotected anal intercourse increases with the passing of time (Neilands, Chakravarty, Darbes, Beougher, & Hoff, 2010; Prestage et al., 2006; Prestage et al., 2008) .
Although commitment to an agreement is an important aspect of an agreement's effectiveness, contextual factors, such as substance use, can negate a priori intentions. Individuals intoxicated when making presexual agreements or when having sex are more likely to engage in UAIMP, increasing their risk of HIV exposure (Bimbi et al., 2006; Celentano et al., 2006; Koblin et al., 2007; Mimiaga et al., 2010; Mor, Davidovich, McFarlane, & Feldshtein, 2008; Schönnesson et al., 2008; Shoptaw et al., 2009; Wilson, Cook, McGaskey, Rowe, & Dennis, 2008) . In spite of intended presexual agreements, substance use, whether or not it was premeditated, could diminish any protective effect of agreements (Parsons, Schrimshaw, Bimbi, et al., 2005) .
Previous work on agreements and substance use during sex shows variability among GBM. In light of this, applying a harm reduction framework-often used for substance use interventions-to HIV prevention seems appropriate. The harm reduction approach matches an intervention message to an individual's willingness to make a desired behavior change. Kippax and Race (2003) framed harm reduction as a social public health movement that promotes individual agency to protect the health of individuals and their community.
In recent years, HIV prevention researchers have applied harm reduction to intentional anal intercourse without a condom between GBM, a behavior sometimes referred to as barebacking (Goodroad, Kirksey, & Butensky, 2000; Parsons, 2005) . A number of strategies have emerged from individuals in the community that aim to reduce risk, but that are not aligned with broader health messages about always using condoms or being monogamous. These behaviors include negotiating with a sex partner when condoms will be used (negotiated safety), withdrawing the penis before ejaculation (withdrawal), determine sexual position based on HIV status or viral load (strategic positioning), and selecting sexual partners based on HIV status (serosorting; Dougan, Evans, & Elford, 2007; Jin et al., 2007; Mao et al., 2006; Osmond, Pollack, Paul, & Catania, 2007; Patel et al., 2006; Snowden, Raymond, & McFarland, 2009) . Although condoms offer the best protection from acquiring HIV when engaging in anal intercourse, emerging research on alternative harm reduction strategies have found some protective effect. In particular, compared to men who reported always using condoms, men reporting negotiated safety and strategic positioning had a reduced risk of seroconversion. Serosorting also evidenced some benefit, but of a lesser degree than negotiated safety and strategic positioning. Withdrawal did not have a discernible impact (Jin et al., 2009) . When combined with advice to reduce the number of serodiscordant or unknown sex partners and to reduce the frequency of combining substance use and sex, HIV prevention educators become better equipped to discuss harm reduction strategies with GBM (Hart & Elford, 2010) .
To implement a harm reduction approach on more than the individual level, it will be necessary to classify GBM based on their agreement patterns and to tailor intervention messages to men in each class; tailoring preventions messages will increase the likelihood that GBM will reflect on the message and modify their behavior (Herbst et al., 2005; Kippax & Kinder, 2002) . However, a classification scheme is currently missing from the HIV prevention literature. Thus, using data from the Structural Factors to Lower Alcohol-Related HIV Risk Project, this investigation sought to answer three research questions. First, how can we classify GBM based on their presexual agreements with nonprimary sex partners? Second, how do men in each classification differ? Third, does substance use during sex affect the association between agreement patterns and risk behavior? Based on the answers to these questions, implications for HIV prevention are discussed.
Methods

Study Design
In 2008, we began a four-wave prospective, matched sample study of 16 U.S. metropolitan statistical areas (MSAs) with different legislation on homosexuality (eight MSAs supportive of gay rights, e.g., pro-MSAs, and eight MSAs not supportive of gay rights, e.g., anti-MSAs). The purpose of this study was to assess the extent to which a community's acceptance of homosexuality influences GBM's substance use and risky sexual behavior. Two legal experts on state legislation ranked all MSAs regarding recognition of same sex relationships, gay adoption, antidiscrimination in employment, and recognition of hate crimes independently. Pro-and anti-MSAs were pair-matched on size, demographic composition, and region of country. MSAs were excluded if they were so large that there was no credible pair matches or if the MSA stretched beyond one state, for example, New York, Los Angeles, and Chicago. San Francisco was also excluded because of its unique gay history.
Data for this analysis came from Wave 1 and included men recruited with banner advertisements between June 18, 2008 and October 1, 2008 from two of the nation's largest gay websites. Banner advertisements directed interested persons to a webpage hosted on a dedicated university server with appropriate encryption to ensure data security. The webpage included information about the study procedures and a link to the eligibility screener. There were 11,712,000 banner impressions with a click through rate of 0.1% (n = 13,694). Of the banner clicks, 3,370 expressed an interest in the study by providing their e-mail address and requesting a survey invitation. A total of 2,952 (87.6%) interested persons responded to an e-mailed invitation and 2,305 (78.1%) passed the eligibility criteria: having prior sexual experience with a man, being 18 years or older, and reporting a residential zip code in a MSA under study. Of the persons not meeting eligibility requirements, 2% were not male, 5% were younger than 18 years, 6% had not had sex with men, 2% failed to report a valid zip code, and 86% lived in a zip code outside the 16 MSAs. Eligible respondents were invited to complete our consent protocol (Rosser et al., 2009) . Of the 2,305 eligible enrollees, 1,905 (82.7%) consented to be in the study, and of those, 1,725 (90.6%) completed the survey (n pro = 1,038, n anti = 687). This analysis focused on data relevant to the last sexual encounter within the 90 days prior to the survey. We restricted the sample to the 1,188 men who reported sexual activity with a nonprimary sex partner met online in the specified time period.
Participants were asked a variable number of items depending on responses and skip patterns (maximum of 123 questions). The mean survey completion time was 71 minutes. Participants were compensated $30 for their time. A Certificate of Confidentiality was obtained from the National Institutes of Health. The institutional review board of the researchers' home institution approved study procedures.
Measures
The survey consisted of sections asking about demographics, typical Internet use, online sexual partners, partners from bars/ clubs, partners from other locations, current alcohol and drug use, sexuality, long-term relationships (LTRs), mental health, internalized homonegativity, HIV/AIDS and STIs, perception of the gay scene in the MSA, awareness of public policy in the MSA, and social climate toward gays at the neighborhood, MSA, and state levels. A refuse to answer response option allowed participants to opt out of answering any item. Measures relevant to this article are described below.
Presexual agreements. Participants were provided a list of six items developed by the study team that described content one might address prior to a new sexual encounter. Participants were asked to check all items applicable to their last sexual encounter with a nonprimary sex partner met online. Items included an agreement to have anal sex, to not have anal sex, to use a condom during anal sex, to have anal sex without a condom (bareback), to use drugs before having sex, or to have drug-free sex. Although these items were exploratory, similar measures in other studies of MSM have shown acceptable validity and reliability (Schroder, Carey, & Vanable, 2003) .
Substance use at last sex. Participants were asked to report their own intoxication at last intercourse ("I was drunk [on alcohol]," and "I was high [on drugs]"). Parallel items were asked about their last nonprimary sex partner's intoxication. These questions provided four dichotomous variables relevant to substance use, which we collapsed into two categories: both sober during sex (n = 908) and one or both using substances during sex (n = 280).
Sexual risk behavior. A sexual behavior battery investigated sexual risk behavior at last intercourse. If participants indicated they engaged in receptive or insertive anal sex, they received additional questions about condom use (yes/no). We coded participants' responses as engaging in unprotected receptive or insertive anal sex (URAS or UIAS, respectively) if they indicated condoms were not used (yes/no). Participants with a URAS or UIAS code were also coded as engaging in UAIMP (yes/no).
Other measures. Demographic variables included age, education, race/ethnicity, LTR status (91+ days), and HIV serostatus.
We also asked about the HIV status of their last nonprimary sex partner. Participants' sexual orientation was determined by responses to one question in which they were asked to identify as gay/homosexual, bisexual, heterosexual, or other (with a space to write in their response). "Outness," defined in the survey as "the degree to which you are out of the closet or open about being sexually attracted to or having sex with men," was measured as a 5-point Likert-type item (1 = not out at all, 5 = out to all or almost all people I know) and treated continuously.
Data Analysis
Because of our interest in identifying agreement patterns, we used a latent class analysis (Vermunt & Magidson, 2002) . Latent class analysis is a person-centered modeling technique used to identify distinct response patterns within a defined item set. It is similar to cluster analysis but is an improvement in that the model solution is identified under maximum likelihood, and the optimal solution can be explicitly tested. Latent classes were identified using Mplus, version 5.1 (Muthén & Muthén, 1998 ). For each model, we used the Akaike information criterion (AIC; Akaike, 1987) , the sample sizeadjusted Bayesian information criterion (SABIC; Rissanen, 1978) , entropy, and the Lo-Mendell-Rubin adjusted likelihood ratio test (LMR-LRT; Lo, Mendell, & Rubin, 2001) to test the fit of the n-class model to the n − 1-class model. A better fitting model was defined as one with a lower AIC and SABIC, a higher entropy (range 0-1, where 1 = perfect classification), and a significant LMR-LRT (p < .05).
Because the literature suggests that relationship status and HIV status influence presexual agreements (Davidovich et al., 2004; Kippax et al., 1997; Neilands et al., 2010; Prestage et al., 2006; Prestage et al., 2008) , we wanted to examine differences in agreement patterns across these characteristics to see if the patterns formed differently. We tested for measurement equivalence across both characteristics (Geiser, Lehmann, & Eid, 2006) . We identified a classification that was similar across relationship status but not HIV status. Thus, subsequent analyses examined data in two ways: first, by treating all participants as one group based on the relationship status agreement pattern and second, by treating participants as two groups by stratifying on HIV status.
Post hoc regression models were conducted in STATA-IC, version 11 (StataCorp LP, 2009 ). Our analyses of sexual behavior outcomes focused on UAIMP, URAS, and UIAS. Given the high prevalence of these outcomes, we used a modified Poisson regression that employed sandwich estimation of the error term (Zou, 2004) to estimate the prevalence ratio of engaging in each behavior as a function of agreement and substance use classifications. (UAIMP = 29.04%, URAS = 17.00%, and UIAS = 17.51%).
Results
Characteristics for this sample are summarized in Table 1 . More participants were from pro-MSAs (n = 730) than anti-MSAs (n = 458). Participants from the pro-MSAs were older (p = .018), identified more as gay/homosexual (p = .006), were more open about their same-sex attractions (p = .001), and had a greater prevalence of HIV (p = .009). Across MSAs, participants' engagement in unprotected anal sex was similar. Thus, for the remainder of our analysis, we considered participants from all MSAs as one group.
A qualitative comparison of our three-class solution between respondents who were living in pro-or anti-MSAs, single or in an LTR, and living with HIV or not suggested a possible difference in endorsement patterns based on relationship status and HIV status. To account for possible pattern variation, we conducted multigroup latent class analyses of the agreement variable across both statuses. Constraining the model to estimate the same pattern parameters for both relationship groups did not worsen fit, suggesting comparable pattern structures. Similarly, forcing an equivalent distribution of participants across the identified classes did not worsen model fit. We concluded that the pattern formation and participants' distribution were equivalent between single individuals and those in a relationship, for example, fully constrained. However, agreement patterns appeared to differ across HIV status, for example, unconstrained (Geiser, Lehmann, & Eid, 2006 ; Table 2 ).
Endorsement patterns for the three agreement classifications are summarized in Table 3 . The labels for the final classifications were determined by identifying the more highly endorsed items (≥0.70) within each cluster. The three groupings for the overall participant pattern were anal sex with condoms (n = 581), anal sex without specifying condom use (n = 369), and no anal sex (n = 238). It should be noted that 60% of participants included in the anal sex without specifying condoms classification agreed to have anal sex without condoms (bareback). When stratified by HIV status, participants seeking anal sex without condoms shift into their own group. Among HIV-positive participants, the three groupings were anal sex with condoms (n = 45), anal sex without condoms (n = 106), and no anal sex (n = 30). Among HIV-negative participants, the three groupings were the same as the overall pattern: anal sex without specifying condoms (n = 268), anal sex with condoms (n = 470), and no anal sex (n = 264).
A comparison of demographic characteristics of each agreement classification identified key differences between groups (Table 4) . Overall, participants agreeing to anal sex without specifying condom use were driving the proportional difference in age (X − = 36.4 [10.2]), outness, and HIV status of the participant (70.7% HIV-positive) and last nonprimary sex partner (17.7% HIV positive). Among HIV-positive participants, proportional differences were driven by participants agreeing to anal sex without condoms. Compared with HIV-positive participants agreeing to use condoms or not have anal sex, fewer HIV-positive participants agreeing to anal without condoms were in a relationship (21.7%) or had sex with an HIV-negative nonprimary sex partner (13.2%). Among HIV-negative participants, the only proportional difference between groupings was age. HIV-negative participants agreeing to anal sex without specifying condom use were slightly older (X − = 35.0 [10.5]).
We were interested in the effect of substance use during sex on agreement patterns. We first regressed UAIMP, URAS, and UIAS on the overall agreement pattern after adjusting for substance use during last sex and other covariates ( . We tested for an interaction between agreements and substance use during sex when UAIMP was the outcome; the interaction was not statistically significant. Nevertheless, because previous literature suggests an association between substance use and condom use, we chose to regress the measures of unprotected anal sex on the agreement patterns after stratifying on substance use during the last sex act and adjusting for covariates. When compared with participants agreeing to use condoms during anal sex, the prevalence ratios of participants agreeing to anal sex without specifying condom use decreased if one or both participants were using substances during sex. Because of the small number of persons living with HIV, we were not able to replicate this analysis by stratifying on HIV status.
Discussion
When classifying GBM by agreement pattern, our data suggest that HIV prevention educators should view HIV-positive and HIV-negative men as two distinct groups. Without stratification, our overall pattern was driven by the HIV-negative participants, whose numbers were greater than the HIV-positive participants. With stratification, the largest group of HIV-negative participants agreed to anal sex with condoms, the middle group agreed to not have anal sex without specifying condom use, and the smallest group agreed to not have anal sex. The largest group of HIV-positive participants agreed to anal sex without condoms, the middle group agreed to anal sex with condoms, and the smallest group agreed to no anal sex.
A proportional comparison of participant characteristics by class membership suggests that regardless of HIV status, participants agreeing to anal sex with condoms and no anal sex are similar. However, their motivations for agreeing to use condoms or to not have anal sex might be unique. We did not assess motivation for engaging in a particular behavior.
Among HIV-negative participants, persons who agreed to anal sex without specifying condoms were slightly older than participants in the other two categories. Compared with younger HIV-negative GBM, it might be that older participants perceive the risk or consequences of infection as lower or are experiencing condom fatigue at a greater rate (Adams et al., 2005) . It might also be a data anomaly, in which case, participants' motivations for engaging in a behavior rather than their characteristics would need to be considered significant explanatory variables.
Of the 181 HIV-positive participants, 106 (59%) agreed to anal sex without condoms. A greater proportion was single Note. Boldfaced entries indicate results of fit statistics that informed subsequent analyses. SCF = scaling correction factor; AIC = Akaike information criterion; SABIC = sample size-adjusted Bayesian information criterion; LR X2 = likelihood-ratio chi square; LTR = long-term relationship. and had a seroconcordant sex partner compared with HIVpositive participants agreeing to use condoms or not have anal sex. The single HIV-positive participants in our sample appear to be serosorting. Because our study was cross-sectional, the temporal relationship between serosorting and the making of the presexual agreement is unclear. Substance use during sex appears to result in increased unprotected anal sex even when the participant and his nonprimary sex partner had a presexual agreement to use condoms. The low prevalence of substance use in our sample could explain the lack of statistically significant interaction between it and presexual agreements. In general, the literature suggests that substance use is associated with riskier sexual behavior and that engaging in substance use could be inversely associated with agreements to use condoms for anal sex (Bimbi et al., 2006; Celentano et al., 2006; Koblin et al., 2007; Mimiaga et al., 2010; Mor et al., 2008; Parsons, Schrimshaw, Bimbi, et al., 2005; Schönnesson et al., 2008; Shoptaw et al., 2009; Wilson et al., 2008) .
Classifying GBM according to their presexual agreement pattern has important implications for health educators interested in applying a harm reduction framework when developing individual-, group-, and community-level interventions that target GBM who have decided not to use condoms every time they have anal sex. During an individual counseling session, educators who first ask about previous presexual agreements can use the information to inform the development of a tailored risk reduction plan. Similarly, when facilitating a risk reduction discussion with a group of GBM, an educator who is aware of his or her groups' previous presexual agreement patterns can adjust prevention messages to increase group members' acceptance of the messages. When developing a community-level intervention, such as a social marketing campaign, educators can target specific prevention messages to groups of men based on the agreements they are willing to make. The result should increase the likelihood that members of the priority population will be receptive to one or more messages (Carballo-Dieguez, 2001; Herbst et al., 2005; Kippax & Kinder, 2002; Kippax & Race, 2003) .
A comparison of the endorsement patterns after stratifying on HIV status found two similar groups: men agreeing to anal sex with condoms and men agreeing to no anal sex. Regardless of HIV status, the prevention messages for GBM agreeing to not have anal sex and GBM agreeing to anal sex with a condom can be similar. Participants in these groups adhered to HIV prevention messaging, lowering the risk of transmission. Men in these categories would likely benefit from prevention message that reinforces their current behavior, hopefully motivating them to continue to use condoms or to abstain from anal sex with nonprimary sex partners and strengthening their existing skills to negotiate low-risk presexual agreements (Crawford, Rodden, Kippax, & Van de Ven, 2001; Kippax et al., 1997) . In our sample, the prevalence ratios of participants agreeing to anal sex without specifying condoms decreased when compared to participants agreeing to use condoms during anal sex when substance use occurred. Since men who make a presexual agreement to not have anal sex or to use condoms appear to use condoms less when under the influence of substances, prevention messages should focus on discouraging the men to have sex when under the influence of alcohol/drug as well as increasing negotiation skills and ensuring easy access to condoms when intoxicated. Although two of the endorsed presexual agreement groups were similar, a group of HIV-positive participants endorsed anal sex without condoms whereas a group of HIV-negative participants endorsed anal sex without specifying condoms. HIV-positive men agreeing to anal sex without condoms would likely be unreceptive to messages encouraging them to always use condoms for anal sex and would benefit instead from a harm reduction approach to prevention messaging. During an individual motivational interviewing session, educators might focus on reducing the number of casual sex partners, reducing substance use during sex, strategic positioning, and serosorting (Kippax & Race, 2003; Parsons, 2005) . Group-and communitylevel interventions can reinforce this message by acknowledging that condoms are the best way to avoid infection when engaging in anal sex but that there are other strategies that can reduce risk of infection (Hart & Elford, 2010; Jin et al., 2009 ).
HIV-negative men agreeing to anal sex without specifying condoms would likely benefit from a combination of the skill building and harm reduction approaches. Like the groups of men who use condoms and abstain from anal sex, these men might benefit from increasing motivation and skills to explicitly negotiate condom use prior to a sexual encounter (Crawford et al., 2001; Kippax et al., 1997) . In addition, educators can use motivational interviewing during an individual session to identify strategies to increase condom use, to decrease number of sexual partners and the number of sexual encounters in which substances are consumed, and to use strategic positioning and serosorting when anal sex without condoms appears imminent. Group-and community-level interventions might encourage participants to negotiate the use of condoms but supplement the message with alternatives participants can use when in a situation in which condom use no longer seems a feasible option.
There are limitations to this study. First, since this analysis used cross-sectional data, we were limited in our ability make temporal inferences. Although the last sexual act provides an indication of participants' sexual behavior, it might not represent their typical behavior. Second, items that asked about presexual agreements were manifest measures typical of those used by HIV behavioral researchers. While these items will continue to be tested for reliability and validity in future studies, research in other samples of MSM indicate that similar measures are generally reliable and valid (Schroder et al., 2003) . Third, this study relied on self-reported data and we did not assess for social desirability, requiring us to assume participants reported their sexual encounters accurately. Limiting this analysis to participants who met someone online for sex in the past 90 days minimized recall error, increasing the accuracy of the selfreported data. Fourth, since data were collected from a nonrandom sample of gay-or bisexual-identified men frequenting two gay websites in the United States and since our sample was mostly White, results should not be generalized to all GBM or to all men who have sex with men. Fifth, we did not ask participants' their motivation for making a presexual agreement.
The individual-, group-, and community-level implications for HIV prevention should be viewed as suggestions. It is likely that educators already consider prior negotiation patterns during an individual-level session. However, having a quick classification schema can provide another means by which educators can organize their thoughts when tailoring a prevention message. Future research is needed to compare the attitudes, norms, self-efficacy, and intentions to enact harm reduction strategies of men in each classification. Research is also needed to develop and test targeted group-and community-level messages. If implemented properly, there is potential to further the field's ability to move HIV prevention messages from a position that focuses only on condom use to a position that encourages condoms while recognizing the benefit of other harm reduction strategies when in a situation in which anal sex without the use of a condom is the desired outcome.
Conclusion
Classifying GBM based on their presexual agreement classifications might be useful when tailoring a prevention message in an individual counseling session or when targeting a prevention message in a group-or community-level intervention. The majority of GBM will likely benefit from a prevention message that increases their motivation and skills to negotiate the use of condoms if intending to have anal sex. However, there are groups of GBM for whom the dominant prevention message appears inappropriate. HIV-positive GBM who insist on anal sex without condoms will likely benefit from messages that focus on harm reduction, and HIV-negative GBM who engage in anal sex without specifying condom use will likely benefit from messages that combine motivation and skills building and harm reduction.
